Keywords: men who have sex with men, university students, higher education, sexual health, sexual behaviour, alcohol and drug use, HIV/Aids
INTRODUCTION
MSM represent a wide array of behaviours, worldviews and ways of engaging with their sexuality. A limiting definition of MSM may fail to recognise their understandings of themselves (WHO 2004) and may exacerbate social discrimination and constrain access to human immunodeficiency virus (HIV) services. Not all MSM think about their behaviours as explicitly sexual. It may be counter-productive to impose a sexual definition onto acts which may be understood in different ways by these men (WHO 2004) .
Homophobia is a form of social discrimination, which can be defined as 'mean, unfair or unequal treatment intended to marginalise or subordinate individuals or communities based on their real or perceived affiliation with socially constructed stigmatised attributes' (Ayala et al. 2010, 2) . Research on stress has shown that the expectation of discrimination and the actual Brink A 'National student men who have sex with men' sexual behaviour survey 185 experience of discrimination contribute independently and collectively to sub-optimal mental health (Meyer 1995) .
Many societies place a social premium on the traditional heterosexual family and the resulting expectations of marriage and producing children place great pressure on MSM (Adimora, Schoenbach and Doherty 2007) . When MSM succumb to heterosexual marriage, they often maintain secret sexual relationships with men, resulting in multiple opportunities for HIV transmission (Adimora, Schoenbach and Doherty 2007) .
There have been key improvements in the health and well-being of MSM living with HIV in high income countries in the northern hemisphere (Hart and Elford 2010) . This is not the case in most parts of the world. There are currently nearly 80 countries which criminalise same-sex practices between consenting adults (MSMGF 2008) . Due to demographic and cultural differences, it is necessary to design HIV prevention interventions for MSM that are suited to the specific context and culture. The appreciation of differences in behaviour among MSM is essential to the success of HIV prevention interventions (CDC 2007) . Alternative HIV prevention behaviours have emerged among MSM, including sero-sorting of sexual partners and strategic positioning (CDC 2007; Hart and Elford 2010) .
Various studies have explored sexual risk behaviour among MSM who are young (Bolding et al. 2007; Dudley et al. 2004; MacKellar et al. 1996; Salomon et al. 2009; Warren et al. 2008) , attending high school (Berten and Van Rossem 2009; Faulkner and Cranston 1998) , or attending college or university (Brown and Vanable 2007; Cong et al. 2008; Eisenberg 2001; Lindley et al. 2003; So, Wong, and DeLeon 2005; Tung, Ding, and Farmer 2008) .
Findings suggest that risky sexual behaviour places many of these young MSM at an elevated risk of contracting HIV. Factors contributing to this greater risk are: unprotected anal intercourse, high partner turnover, the presence of sexually transmitted infections (STI), unknown HIV status in a context of high HIV prevalence, complacency about risk, use of the internet in identifying partners, social discrimination, the presence of female sexual partners, alcohol use before sex, and the use of drugs for recreational purposes (Benotsch, Kalichman and Cage 2001; Brown and Vanable 2007; Eisenberg 2001; Lindley et al. 2003; So et al. 2005 ).
Research has indicated that there is often a culture of secrecy in Africa where the distinction between heterosexuality and same-sex behaviour is often less clear than in the West (Murray and Roscoe 1998) . These authors suggest that social expectations in Africa do not require an individual to suppress same-sex desires or behaviour but these desires should not surpass or displace procreation. It is important, therefore, to better understand the scope of male same-sex behaviours among students, specifically in an African context. A key question is whether African 186 social expectations about same-sex behaviours predispose student MSM to sexual risk-taking in an environment of high HIV prevalence.
A literature review on MSM at HEIs in South Africa yielded very limited information about this potentially at-risk group and their sexual behaviours. The first national knowledge, attitude, behaviour and prevalence study at HEIs found that 6 per cent of male students reported same-sex practices and that HIV prevalence among student MSM (4.1%) was more than twice the rate for heterosexual male students (HEAIDS 2010) . The study lacked detailed data on MSM behaviour, HIV knowledge, attitudes to sex and experiences of social homophobia at HEIs. HEAIDS (2010) recommended that HEI management and other institutional structures should be proactive in ensuring that the rights of MSM are protected.
There are indications that health promotion programmes created with a heterosexual audience in mind may be misdirected, awkward, inappropriate, and even harmful for male students who engage in same-sex sexual behaviours (Eisenberg 2001) . Studies reflect the inadequacy of promotion of safer-sex practices to university students (Bouldrey, cited in
Eisenberg 2001).
The aim of the study was to determine the potential for interventions which can strengthen services to LGBTQI and MSM students in South Africa with a view to create an enabling campus environment and a decline in new HIV cases among MSM. The two main objectives were to determine the extent of risky sexual behaviour in a sample of student MSM at South African universities, secondly, to determine the extent of alcohol and drug use among these students by means of an online survey, and finally to better understand experiences of violence and/or abuse on campus among MSM.
METODOLOGY

Study design
The research was cross-sectional in design and registered university students from the 14 selected HEIs were invited to participate in the study through their institutions. The questionnaire was self-administered via an online survey in most cases. However some HEIs also used paper-based surveys, and the responses were subsequently entered into the online tool.
The questionnaires contained questions relating to demographic and socio-economic factors as well as personal experiences and behaviours. The survey instrument consisted of a set of questionnaires which were all completed at the same time by participants. The data for MSM and non-MSM students were then split into two groups.
Participants and procedures
All aspects of the study were conducted in accordance with Stellenbosch University (SU) guidelines on research ethics as well as the ethical guidelines and principles of the International Declaration of Helsinki, South African Guidelines for Good Clinical Practice and the Medical Research Council Ethical Guidelines for Research. The study was approved by the Research Ethics Committee (Human Research, non-medical) at SU. Confidentiality was guaranteed by ensuring that no personal identifiers were collected and that the survey link could not be traced back to participants' email accounts. No incentives were given to the participants and referral contact numbers to relevant support services were provided in case the sensitive nature of some of the questions caused discomfort.
MEASURES
The survey instrument consisted of a set of questionnaires which were all completed at the same time by participants.
Sexual behaviour history questionnaire
This questionnaire allowed for self-reporting on sexual behaviour. It was developed by Bryan, Kagee and Broaddus (2006) and adapted by the researchers at SU in consultation with various experts and practitioners at various HEIs.
Alcohol and other drug abuse questionnaire (AODQ)
The AODQ questionnaire was developed by the Centre for Substance Abuse Treatment (Winters and Zenilman 1994) . The summed score for each participant was used to determine their alcohol and drug use score.
RESULTS
Demographic characteristics
The number of MSM who volunteered for the survey, as a proportion of the total sample, varied by HEI, from 4.7 per cent at the lower end to 26.3 per cent at the upper end. The participating The sample size including all MSM (n = 896) and non-MSM (n = 7973) was substantial (n = 8869 
Lifetime sexual behaviour
The vast majority of student MSM (85%) reported at least one penetrative sexual encounter prior 
Sexual behaviour in past year
Among student MSM, 54.5 per cent reported having had at least one female sex partner in the past year and 47.9 per cent reported having had at least one male sex partner in the same period.
One out of five sexually active MSM in the study (21.3%) reported having had only one male sex partner in the past year, while 13.9 per cent had between two and three sex partners and 12.7 per cent reported having four or more sex partners. Almost 5 per cent of sexually active student MSM (4.1%, n = 31) reported more than nine male sex partners in the preceding year. While the majority of MSM and non-MSM participants had not had concurrent partners in the year preceding the survey, about a quarter (23.9%) of the MSM group reported having had one concurrent partner in this period while 17.1 per cent reported more than one concurrent partner in that year.
One-third (32.4%) of student MSM reported having had penetrative anal sex without the use of condoms at least once in the past 12 months and 37.9 per cent of MSM reported having reported using lubricant the last time they had penetrative sex. Only a third of MSM (28.9%) reported that free lubricant sachets were available at their HEI, whereas free condoms were much more freely available (87.9%). MSM preference for brand of condom used was as follows: Durex: Only 1.9 per cent reported using a female condom the last time they had sex. One-third of MSM (34.3%) stated that they used condoms 'all of the time' when having sex while another third (31.9%) said they used condoms 'most of the time'. 
History of STIs other than HIV and injecting drug use
In the MSM sample, 14.2 per cent of participants reported having had STIs (other than HIV).
However, 19.8 per cent of MSM reported having had genital sores, 9 per cent had experienced a discharge (or unexplained fluid) from the genitals and/or anus, while 26.5 per cent reported a past experience of burning while urinating. About 2 per cent of MSM participants reported that they or a sex partner had used needles to inject drugs at some point in the past. Sexual coercion, violence and use of force A total of 10.6 per cent of the MSM sample had experienced abuse and/or violence on campus due to their sexual preference (7.6% abuse only; 1% some form of violence; and 2% both abuse and violence). In the MSM sample, 11.8 per cent of participants reported having been forced to have sexual intercourse against their will and 8.9 per cent said they had been hit by a sex partner. In addition, 14.3 per cent of student MSM said they had had sex with someone 'who really did not want (to have sex)' and 3.4 per cent indicated that they had threatened to use force to coerce someone to have sex.
Student MSM reported having accepted material benefits in exchange for sex (5.6%) and 10.1 per cent said they had offered some benefit in exchange for sex. More than a third (36.4%) indicated that they had met a sex partner through the internet. The corresponding figure for the non-MSM sample was much lower (8.5%). 
Alcohol and drug use
Forty-three percent of the sample of student MSM had moderate to high scores on a multi-item measure of alcohol and drug use compared to 32.5 per cent in the non-MSM sample. Just over one-third of student MSM had a minimal use score and 19.5 per cent fell into the category of no use to low use. The mean score for MSM was 4.72 (SD = 3.84) on a scale ranging from 0 to >4, while non-MSM participants had a mean score of 3.83 (SD = 3.25). An analysis confirms that alcohol and drug use scores among student MSM were statistically significantly higher than that of the non-MSM student group (U = 58.81, p <0 .01).
One in five student MSM (19.9%) reported using alcohol and/or drugs the last time they had sex while 52 per cent indicated that they had 'at some point' used alcohol and/or drugs when having sex. Only 1.3 per cent said they always used alcohol and/or drugs when having sex, while 5.1 per cent said they did so 'most of the time' and 18.0 per cent said 'sometimes'. The remaining 27.2 per cent of those who had combined sex and alcohol/drugs had done so rarely. 
Odds ratios between variables
The odds of ever having found a sex partner through the internet are 6.15 times greater for MSM compared to non-MSM. This indicates a very strong association between MSM and the risky behaviour of using the internet to search for sex partners. Ever having had an STI are 1.50 times greater for MSM compared to non-MSM, indicating that the association is weak. The odds of alcohol and/or drug use at last sex act are 1.61 times greater for MSM than for non-MSM. This suggests a weak to moderate increase in risk for MSM. The odds of having been forced to have sex are 0.77 times greater for MSM compared to non-MSM, pointing to a weak association. The odds of initiating transactional sex are 2.54 times greater for MSM compared to non-MSM. This is a strong association, suggesting increased risk for MSM. Finally, the likelihood of having threatened to use force against someone in order to obtain sex are 2.30 times greater for MSM.
This indicates a moderate to strong association between MSM and coercive sexual behaviour. 
DISCUSSION
The extent of risky sexual behaviour among the sample of student MSM was consistent with findings of various similar studies involving MSM studying at colleges and universities (Brown and Vanable 2007; Eisenberg 2001; Lindley et al. 2003; So et al. 2005) . High turnover of sexual partners and concurrent sexual relationships, which were reflected in this study and in others, have been shown to be part of behavioural patterns that place young MSM at greater risk of contracting HIV (Baral et al. 2007; Van Griensven 2007; UNAIDS 2009 ).
The MSM in the current study showed some variety in terms of sexual orientation. This indicates the diversity of identities or sexual orientations among men who engage in same-sex behaviour. It also suggests that male students do not necessarily confine their sexual engagements to the dominant pattern for their self-perceived sexual orientation.
Most of the MSM sample had had sexual intercourse. More than half of this sexually experienced group said that they were in a relationship with a primary partner and nearly all of these were having sex with their primary partner. However, in addition to this, a third of sexually experienced MSM said they were having sex with a 'steady' (but not primary) partner and a third with a 'non-steady' partner. Some participants, therefore, were engaging in sex with different categories of partners. Data from this study also showed that some student MSM engaged in (penetrative vaginal) sex with female sex partners.
Experience of anal sex was not confined to the MSM group, but was substantially more common in this sample than among non-MSM.
The study provides strong evidence for multiple concurrent partnerships (MCP) occurring among MSM students and this suggests that more needs to be done to address the HIV transmission risk associated with this behaviour. There is new thinking on the impact of MCPs on the spread of HIV which argues that early simulation models showing the network effect of concurrency failed to take into account the coital dilution effect (Sawers and Stillwaggon 2010) . Allais and Venter (2012) have argued that there is no single 'concurrency hypothesis' and that the term 'concurrency' is imprecise. The suggestion is that risk lies not so much in the number of partners, but in the nature of the sex act, the relationship and the sexual network. The logical conclusion of such a proposition is that solutions lie not in asking MSM to limit their partners (an approach that may prove ineffective) but in finding ways to make sex safer even within multiplepartner arrangements. An advantage of this alternative approach is that it avoids stigmatising practices that are normal and acceptable within social sub-cultures.
Very few of the student MSM reported having used the female condom. Of those using male condoms many relied on the more freely available complimentary Choice condoms, while many used various commercial brands that generally need to be purchased at stores. About half the MSM group said they used lubricant the last time they had penetrative sex but only a third said that free sachets of lubricant were available on campus. The findings suggest that there is a need to expand lubricant distribution at HEIs and to promote and supply an appropriate version of the female condom for both anal and vaginal sex.
The findings on condom use in this study are in line with findings of other relevant research.
In a study in low-and middle-income countries, Baral et al. (2007) found that about half MSM reported using a condom they last time they had anal sex with another man. The Higher Education and Training HIV/AIDS Programme (HEAIDS) national survey of students at HEIs found relatively high condom use among students: 65 per cent of male students aged 18 to 24 years and 60 per cent of those aged 25 years and older reported using a condom the last time they had sex (HEAIDS 2010 ). An international study of the MSM population at schools and HEIs in many countries showed inconsistent condom use in a context of multiple recent sex partners (Brooks et al. 2008) .
Early sexual debut is a risk factor for HIV acquisition (Shisana et al. 2009 ) and this study showed that a higher proportion of MSM students than non-MSM students first experienced sex at the age of 15 years or younger. The HEAIDS 2010 study found that 73 per cent of South African students at HEIs had had sex before matriculation. The finding of early sexual debut for a section of the MSM sample could indicate a history of sexual abuse in some cases. There is research that has established an association between childhood sexual abuse among MSM and early sexual debut, multiple sex partners and low social support (Bartholow et al. 1994; O'Leary et al. 2003) . Transactional sex is also associated with increased risk of HIV transmission.
There was a statistically significant difference between MSM and non-MSM survey participants in terms of the use of the internet to meet a sex partner. There is need for additional research to understand how and why so many MSM meet sexual partners online. With the popularity of social applications for men to meet men -such as Badoo, Grindr, Manhant and Gaydar -this trend is likely to be sustained or even grow. It would be important to explore the risks associated with meeting sex partners on the internet as well as the opportunities that applications might offer to enhance support for young MSM and facilitate their access to health services.
Student MSM in this study were more likely to indulge in moderate to heavy consumption of alcohol and drugs than their non-MSM counterparts. In addition to scoring themselves on the alcohol and drug-use scale, participants reported whether they had used alcohol and/or drugs the last time they had sex. Alcohol and drug use in combination with risky sexual behaviour has been linked to an increase in HIV acquisition (Brown and Vanable 2007; So et al. 2005) . In a study by Purcell et al. (2001) , it was shown that MSM who drank frequently before or during sex were significantly more likely to engage in unprotected sex with casual partners than MSM who did not drink frequently.
A culture of alcohol consumption at universities may expose student MSM to sexual risktaking behaviour. Alcohol reduces the mediating effect that inhibition has on casual sexual encounters (Brown and Vanable 2007) . In contrast, the national HEAIDS survey found that students at HEIs who consumed alcohol were significantly less likely to be living with HIV than those who abstained from alcohol (HEAIDS 2010) . This same study found that students who reported having been drunk in the previous month were also less likely to have HIV than those who stated they had not been drunk. These findings are counter-intuitive and have not been further researched. However, it is possible that students who are aware they are HIV-positive strive to live healthily and avoid alcohol. It is also possible that students who take alcohol and engage in sex have a heightened awareness of the disease risks they are exposed to and take suitable precautions. The findings warrant further exploration, including their implications for student MSM at HEIs. The odds ratios indicated a set of variables that sexual health programmes for MSM and
LGBTQI should focus on when designing evidence-based approaches to intervention. They highlight some of the special features, elevated risks, and special opportunities related to this vulnerable population.
CONCLUSION
There is a tendency to adopt a 'deficit' approach when investigating same-sex sexualities and sub-cultures. In a sense this study does so by focusing on ways in which gay and other MSM fail to achieve certain public health outcomes and behaviours. The study considered when men fail to use condoms, when they fail to stick to one partner, when they do not go to a clinic and when they experience negative reactions on campus. Perhaps there is a need to invert this negative narrative, asking when MSM do things that contribute to their health and well-being. When do they feel attached to a community? When do student MSM feel heard and understood? When and how do they cope with social and other challenges? How do MSM find intimacy and love in the face of homophobia? How have they found support, connection, services and care on campus?
What strengths and survival strategies do they exemplify and bring to their lives? This could be seen as an 'asset' approach. Part of this way of thinking about gay and other MSM is to see them not just as individuals or groups of individuals, but as members of complex and overlapping 203 networks and sub-cultures. Membership of these exposes them to and allows them to participate in a web of diverse social spaces and discourses.
This approach is much more interested in the social and structural factors which enable or disable individual decision-making. It would require researchers to view interventions for MSM from a 'total institution' perspective, looking not only at homophobia or the rights of MSM but at the totality of institutional practices and power dynamics as they play out in the halls of teaching and learning, in the curricula, and in the spaces where students live and socialise. This approach challenges the 'either/or' thinking that underpins much HIV prevention work. While risk-reduction strategies do not always work, it makes more sense to build on them than to adopt simple succeed/fail prevention binaries.
Findings of this research -specifically in relation to sexual risk behaviour, and alcohol and drug use, need to be integrated into the current Policy and Strategic Framework on HIV and AIDS for Higher Education (HEAIDS 2012).
There are differences between and within institutions of higher learning which require nuanced, flexible and context-driven interventions which acknowledge both the particularities and commonalities of youth sexualities. Embracing this reality would make sexual health messaging to these groups more sensitive, relevant and sufficiently specific to be of help.
Interventions thus grounded would stand a better chance of contributing to a reduction in HIV transmission among student MSM and the creation of enabling environments at South African HEIs.
LIMITATIONS AND RECOMMENDATIONS
Future research should avoid some of the methodological limitations of the present study.
Specifically, larger MSM sample sizes are necessary and must be achieved (despite the fact that many MSM hide their sexual preferences) in order to yield robust data. It may be possible to use respondent-driven sampling techniques to enhance sample size and reach student MSM who were not recruited for this study. In addition, future studies should consider alternative methods to selfselection of participants and data-gathering methods besides online questionnaires.
It might be valuable to undertake longitudinal studies with student MSM -for example, a one-year follow-up study. Adding qualitative components to the research design may afford researchers greater depth of understanding of complex patterns of sexual behaviour among student MSM. These components could include semi-structured interviews and focus group discussions.
Focus areas for future research should include understanding the role of the internet, and Research and programme development on most-at-risk populations at HEIs (such as student MSM, injecting drug users, students engaging in commercial sex and transgendered students)
should be expanded to include additional HEIs in South Africa -and possibly other countries in Africa which experience high HIV prevalence and strong social homophobia.
There is a lack of information about at-risk students attending institutions in the technical and vocational education and training sector. Institutions in this sector should also be included in future research and programme roll out. HEAIDS has been better positioned to lead the above developments since it extended its scope in 2013 to include these institutions. However, it remains important to allow institutions scope to take initiatives that suit their specific situations.
HEIs are in a position to develop policy and introduce health promotion interventions to address sexual risk among MSM as well as some of the factors that isolate student MSM, such as discrimination and social homophobia.
Understanding sexual risk behaviours among student MSM may lead to the development and implementation of evidence-based HIV prevention interventions designed to cater to MSM.
Failure to respond to these vulnerabilities may lead not only to increased HIV transmission among student MSM, but also to transmission among the broader student population and could impact negatively on the ability of HEIs to fulfil their core mandate.
Rather than viewing inconsistent condom use as an indication that people lack information, willingness, self-efficacy or a self-protective instinct, it might help to frame condom use within a language of intimacy, closeness and desire. Sex is relational and infused with meaning: if we focus on practice only (Kippax 2013) we may be blind to the reality that using (or not using) condoms is imbued with complex meaning -and is not simply a health-seeking behaviour.
There is also a need for HIV programmes to go beyond a mechanistic and reductionist approach to sex, especially in same-sex encounters and relationships. Interventions must recognise the reality of worlds of love, desire, pleasure, mutuality and concern. For example, sex without a condom is not just a negative HIV risk behaviour but also a positive choice for 'pleasure'. In order to address HIV and its attendant risks successfully, these factors must be 205 acknowledged in prevention programmes. The gaps and silences in prevention messaging, which tend to reduce gay men and other MSM to hedonistic and anti-social actors, must be filled.
Student MSM at South African HEIs engage in sexual behaviours that place them at increased risk of contracting HIV and other STIs. Understanding the sexual risk behaviours of MSM identified in this study could lead to the development and implementation of evidencebased HIV prevention interventions designed to cater specifically to the sexual health needs of this at-risk group in the student community. Such interventions would also contribute to minimising possible routes for HIV and STI transmission in the wider student population.
